this, I believe, would be confirmed by our patients. Metrizamide (Amipaque), the latest nonionic soluble contrast medium, soon to be released for general use in Britain, also appears to represent a considerable advance over its predecessors. We would thus reverse Dr Mace's suggested order of investigation to read myelography followed by venography in equivocal cases, since our experience also suggests that the venogram is particularly superior to the myelogram for the diagnosis of lateral disc protrusions at the L5-S1 level.
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Lastly, Professor Theron (1976, Radiology 118, 73-81) has demonstrated that the-selective injection of epidural veins is also valuable in the investigation of disease processes in the cervical region. Yours Mr Shaw also disagrees with my statement that 'there is no evidence that prophylactic neck dissection increases survival time for patients with cancer of the head and neck' and states that in certain instances, which he quotes, prophylactic neck dissection has 'a real value'. I have been quite unable to find any paper 'which produces any evidence based on a properly conducted clinical trial that this procedure increases the survival rate; furthermore, Robin recently reviewed this topic (1976, Clinical Otolaryngology 1, in press) and has also been unable to find any evidence whatever to support the efficacy of this procedure.
It is axiomatic that the efficacy of any form of treatment which has not been subjected to a properly conducted trial is unproven and I must insist on this point. I cannot make any useful comment on Dr Levene's letter since he obviously has not read my article: he states that my account was based on an experience of 30 patients, whereas it is quite clearly stated in the first paragraph that my opinions are based on a series of 2000 patients. Yours faithfully P M STELL
June 1976
From Mr Peter McKelvie Dear Sir, Dr Levene (July, p 537) asks what is meant by a 'functional neck dissection'. This is indeed a surgical procedure removing the lymph node field in the connective tissue, fat and other soft structures surrounding it, but leaving the sternomastoid, internal jugular vein and other major structures in the neck. The hallmark of the procedure is that it ventures very close to lymph nodes, and should such a node involving cancer be attached to the internal jugular vein, then the result can only be described as brinkmanship. The steepness of the wave is a feature of many of the specimens examined. This means that very large involved nodes are found next to microscopically involved nodes; the appearances are of massive overwhelming of one node before involvement of the adjacent one, which I understand does not occur with many other carcinomas in node fields.
Dr Levene is on firmer ground in discussing regression of tumour; natural, spontaneous necrosis, especially of larger, anoxic centred masses, as well as keratin granuloma, have been features of these specimens. However, ghosts of nodes, or changes at the leading edge of the tumour have not been seen. I appreciate full well Dr Levene's feeling that these studies are properly the realm of pathologists, and he can rest assured that they will remain so. However, a great gap between the postmortem table and the paraffin section occasionally has to be bridged by those engaged in the fine surgical anatomy of these closely packed lesions. Your sincerely PETER MCKELVIE
